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ABSTRACT 

This research report examined the distribution and 
incidence of disabilities among minority communities. A review of 
literature is provided including relevant statistics on the 
prevalence of disabilities in African Americans and Hispanic 
Americans. The study used data from the National Health Interview 
Survey (n= 12 2, 8 5 9) :o determine the prevalence of disability. The 
association between "-a c e / c t hn i c i t y and othe characteristics (sex, 
age, education, family income, marital status, employment, and 
geographic region) is examined. Disability was divided into four 
categories: chronic debilitating health conditions; physical, 
sensory, and language impairments; mental disorders; and nervous 
system disorders. Several tables are provided to show association 
between variables. Among the results were: the over represent at i on of 
African Americans ar d Hispanic Americans with chronic health 
conditions; African American over representat i on for mental 
retardation and other nervous system disorders; a high proportion o r 
subjects from each of the disability categories r e s 1 d i n g in the 
South; and the generally low incomes of people with disabilities from 
minority groups. (Contains 30 references,! (CP. ) 
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PREFACE 



While it is true that individuals with disabilities who are members of 
racial and ethnic minority groups encounter the same challenges as other 
individuals with disabilities, these persons face special and unique problems 
because of socioeconomic, health, cultural, and other factors. In addition, 
prejudice, discrimination, and economic barriers continue to exclude a great 
number of minority persons from full participation in all aspects of society. 
However, relatively little research has been conducted in order to examine 
specific variables relative to ethnicity, disability and health status, income, 
education, geographic location, employment, and marital status. 

Research conducted by Bowe (1985), Thornhill and HoSang (1988), 
and Walker (1988) has documented the fact that disability is significantly 
higher among African-Americans and other minority groups. The poverty 
rate for African-Americans (31.37%) and Hispanics (29%) is almost three 
times as high as it is among Whites (11%) in America. Data concerning 
poverty rates are consistent across all age groups. The correlation between 
low socioeconomic status and disability is well documented, thus, low 
socioeconomic status families are at greater risk for disabilities throughout 
the life cycle (including the pre-, peri- and post-natal periods). During the 
1980s, the number of poor minority children and other dependent populations 
increased substantially. 

The problems of non-White persons with disabilities are indeed 
complex, not only do they face excessive economic burdens, but in addition, 
adequate education is frequently not available. In many instances, access to 
health care facilities, community agencies, stores, schools, and transportation 
can only be acquired through the use of extreme measures. In addition, 
language, cultural, and altitudinal barriers impede access to needed resources. 
As a result of these circumstances, the minority person with a disability 
frequently finds him/herself set aside from the mainstream of everyday life. 
The unique status of non-White persons with disabilities tend to compound 
their disability problems. 

Research conducted by Bowe (1985), O’Connell (1987), and Walker 
( 1986) reveals that a substantial number of minority persons with disabilities 
are clustered in specific geographic locations. For example: at least 50% 
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of all African-Americans .ive in the south, 40% of Hispanics reside in the 
west and southwestern regions of the United States, whereas, approximately 
46% of the American Indian population live on reservations. Geographic 
distribution and available resources have significant implications relative to 
the provision of health care, special education, rehabilitation, and related 
services. The current study examines the status of ethnic/racial minority 
persons in four disability categories (chronic health conditions; physical, 
sensory, and language impairments, and mental and nervous disorders) from 
a number of perspectives. 

Following the exploration of a number of reference variables 
(including gender, age, education, family income, marital status, employment, 
and geographic region), the study concludes with a discussion of several 
policy implications. As we approach the end of the 20th Century, people 
with disabilities (including those who are members of minority groups) ask 
for the opportunity to be recognized as human beings who have the capacity 
to love, to share, to create, to work, to live fruitful lives, and to contribute to 
society. The challenge for America is to provide the environment for all 
persons with disabilities to do so. The passage of the Americans with 
Disabilities Act, and the development and implementation of appropriate, 
relevant, and creative approaches to rehabilitation are good foundations for 
America’s success as we approach the 21st Century. 

This report is founded on the principle that all individuals can benefit 
from the implementation of relevant research and appropriately designed 
special education, rehabilitation and related services (no matter where they 
reside, their ethnic identity or the severity of their disability and/or economic 
status). 

Sylvia Walker, Hd.D. 
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Disability Prevalence and Demographic 
Association Among Race/ethnic 
Minority Populations in the U.S.: 

Implications for the 21st Century 

Charles A. Asbury, Sylvia Walker, 

Valerie Maholmes, Reginald Rackley, and Sterling White, 

Howard University 

INTRODUCTION 

There are over 40 million persons with disabilities residing in the 
United States. Accordingly, one in every six American has some type of 
disability. Despite the outpouring of literature reflecting the disability status 
of individuals in this society, there is a dearth of empirically based evidence 
concerning the prevalence and distribution of disability among ethnic minority 
populations. A critical issue to be dealt with by policy makers is the 
documentation of comprehensive, unbiased studies of specific types of 
liability among ethnic minority groups in proportion to their representation 
in the population. There is general consensus based on available global 
evidence which suggests that disability rates have escalated more in the 
minority than in the non-minority population (Anderson, PISS; Howe, 1 ‘>85 ; 
Hopkins, 1WS; Thornhill & Torres, 1TS0). In tin report, the term ethnic 
minmity populations includes African-Americans, Hispanic- Amu'icans, and 
the eombin, •" ol Native and Asian Americans into a category called "other." 
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The specific ’ pes of disability were chronic debilitating health conditions; 
physical, sensory, and language impairments; mental disorders; and diso ders 
of the nervous system. 

Several factors have been suggested as contributing to higher disability 
rates within minority populations. Among these are poor prenatal and 
perinatal care, nutrition and diet, an inaccessible health care system, greater 
risk for physical injury in terms of living conditions and types of employment 
situations, and finally, a lack of proper health care knowledge and education. 
It is needless to say that a complete and comprehensive examination of the 
major variables related to disability among ethnic minority populations will 
probably show that the foregoing variables and other influential factors have 
all come to bear on the plight of these target groups. In particular these 
factors have played a significant role in contributing to the prevalence and 
impact of disability among ethnic minority groups. 

Given the urgency of acquiring sufficient data to address the nature 
and extent of the problem, it would appear to be fruitful to specify who are 
the disabled, how many persons with disabilities we have, and ’ ow these 
individuals are Mtuated and embroidered into the larger social fabric ot 
‘odety. Thus, this initial attempt to study the prevalence and distribution of 
disability among ethnic minority populations is a critical starting point in 
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developing initiatives geared to finding solutions to the challenges faced by 
people with disabilities. Furthermore, this effort is important in laying the 
groundwork for more systematic and vigorous testing of innovative and 
culturally viable approaches, perspectives, and strategies relevant to the needs 
of the minority populations. 

REVIEW OF RELATED LITERATURE 

Several investigators have reported that conventional types of disability 
are approach ing alarmingly high rates, and current estimates suggest that the 
distribution of disability in minority populations far exceeds that of the non- 
minority population (Anderson, l‘>86; Hopkins, 1988; Thornhill & Torr s, 
i ‘>86; Walker, 1088). 

African-Americans represent a large segment of the disabled 
population in America. More •; ecifically, African-Americans between the 
ages of 16-64 constitute a proportionately larger segment of the disabled 
population than any other ethnic group in the country. Moreover, one out 
of every seven African-Americans reports having a work disability. Of this 
population, working-age African-American wovmv with disabilities comprise 
\V6 percent t • the population while Airican-Anu rican males const ute 46.1 
percent (Howe. 1‘kX.Sa). 



It is essential to note that the Hispanic-American population is the 
fastest growing segment of the disabled working-age ethnic minority 
population. According to Bowe (1985b), one out of 20 persons between the 
ages of 16 and 64 in the general population is Hispanic-American and one 
out of 12 Hispanic-Americans has been reported as having a work disability. 

The prevalence of chronic disability related illnesses and conditions is 
higher among African-Americans than other ethnic groups (Thornhill & 
HoSang 1988; Thornhill & Torres, 1986). For instance, it has been reported 
that (in New York City which has a high number of African-Americans and 
other minority groups) the incidence of new cases of tuberculosis in 1986 was 
130.4 per 100,000 in the population, the premature birth rate was 20.5 percent 
of live births, and the death rate for 12 out of 13 common causes of death 
was the highest in the Nation in the Borough of Manhattan in New York 
City. These health related statistics have profound implications for such 
disability related issues as excess prevalence, expensive rehabilitation, and a 
squandering of human potential (Thornhill & HoSang, 1988). 

In both public and private agencies, the percentage of persons with 
physical, scnsoiy and language impairments (i.e„ amputee, blindness, hearing 
impairment, orthopedic impairment, speech impairment, and visual 
impairment) among African Americans is two and sometimes three times the 
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proportion for the other remaining ethnic minorities. Specifically, according 
to Walker, Akpati, Roberts, Palmer, and Newsome (1986), African-Americans 
had the highest prevalence rates among all ethnic minority populations across 
certain geographic regions (i.e., South, Northeast, Mid-Atlantic) for particular 
physical, sensory and language impairments (i.e., blindness, visual impairment, 
orthopedic impairment, and amputee). Moreover, African-Americans also 
lad the highest prevalence rates in the Midwest geographic region for all 
physical, sensory and language impairments except visual impairment. The 
exception in this reg.on applies to Hispanic-Anu ncans who had a slightly 
higher prevalence rate for visual impairment than African-Americans. In the 
West geographic region, Hispanic-Americans had the highest prevalence rates 
for all physical, sensory and language impairments except blindness. 

It has been speculated that physical impairment is often perpetuated 
as veil as aggravated by poverty (Thornhill & Hosang, 1988). Given this 
assumption, most ethnic minority persons with a disability are at high risk 
given that a larger percentage of this population fall at or helow the poverty 
level. In Central Harlem in New York City, the most prevalent impairments 
observed by the Ilarlmn Hospital Center were various types of 
musculoskeletal disorders. So nc examples of the musculoskeletal 
impairments reported by the Harlem Hospital ('enter were fractures and a 
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large percentage of amputees. According to Thornhill and IloSang (1988), 
the most prevalent causes of these types of impairments were trauma (31%), 
and various types of arthritis (10%). Additionally, 6.8% of the ethnic 
minority patients treated at the Harlem Hospital Center indicated a direct 
connection between their disability and substance abuse involvement. 

An examination of mental health status among ethnic minority 
populations revealed that Hispanic-Americans had the highest prevalence of 
mental disorders and experienced a higher incidence of major psychiatric 
disorders than the general population (Acosta, 1977). It was also revealed 
that although Hispanic-Americans were diagnosed as schizophrenic less than 
African-Americans, the incidence of affective disorders and "other psychoses" 
were more prevalent among Hispanic-Americans (Adams, Dworkin, & 
Rosenberg, 1984). This report has been supported by Jones, Gray and Parson 
(1983). who stated that Hispanic-American patients had a manic-depressive 
illness rate three times higher than the national admission rate. 1 lowever, the 
Adams, Dworkin and Rosenberg (1984) study conflicted with that ot other 
investigators who have reported that African-Americans encounter me ic- 
depressive illness at a rate four times higher than the national average (Jones, 
Gray & Parson. 1981), In addition, African-Americans have a higher 
prevalence of schizophrenia (Adebimpe, Klein. A Died, 1981; Mukheijce, 



Shukla, Woodle, Rosen, & Olarte, 1983); have higher manic-depression illness 
rates, and higher depression scores (Jones, Gray, & Parsons, 1981; Torks, 
Paykel, & K.lerman, 1970; Warheit, Holzer, & Schwab, 1973) than other racial 
groups. These reports are questionable in that it has also been revealed that 
African-Americans and Hispanic- Americans are more frequently misdiagnosed 
and inappropriately treated than European-Americans (Jones, & Gray, 1986). 

It has also been found that the prevalence of particular types of 
nervous disorders varies considerably from one racial and ethnic group to 
another. Along racial lines, African-Americans had higher age adjusted 
prevalence ratios for cerebral palsy, epilepsy, stroke, and dementia than other 
racial groups. In addition, more African-Americans with a functional 
disability experienced persistent afebrile seizures than other ethnic groups 
with a functional disability. Nevertheless, proportionately more persons who 
were memoers of other racial/ethnic groups and who also had a functional 
disability were more often institutionalized than African-Americans (Haerer, 
Anderson, & Schoenberg, 1984, 1986a, 1986b). 

Not only have general attempts been made to improve the 
rehabilitation of ethnic minority populations, but specific attempts have also 
been made to target particular ethnic groups for special programs (Ruiz, 
1983; Walker, 1988). Situe this literature review has focused primarily on 
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African-Americans and Hispanics with disabilities, those interested in specific 
information regarding the needs of Pacific Islanders, Native Americans, and 
other ethnic groups with disabilities are directed to the research conducted 
by Bielecki and Jones (1986), Cummings, Huntley, Kelly and Varney (1986), 
Hodge (1990), Lonetree (1990), Morgan and O’Connell (1987), O’Connell 
(1987), and the LJ.S. Bureau of the Census (1985). There is a definite need 
for research which provides increased information about Asian-Americans and 
other underrepresented groups. 

Given that the data accumulated thus far is relatively sparse, further 
research is needed in order to provide a more global analysis of the 
prevalence and distribution of disability among all minority populations. 

THE PROBLEM 

The purpose of this study is to determine the prevalence of disability 
and the association between race/ethnicity and other characteristics among 
selected race/ethnic mmoiity groups who have such disability. More 
specifically, this is an attempt to discover who and where these individuals 
are, what disabilities they have, and to examine the demographic 
characteristics of these person'-. In this repot! the term "disability" is used 
broadly to tefer to (1) chronic health conditions, (?.) physical, sensory and 



language impairments which hinder or inte.fere with normal or usual 
functioning, (3) mental disorders, and (4) nervous system disorders. 
Objective s of the Study 

The objectives of this study are as follows: 

1. To gather prevalence data on disability rates among major 
race/ethnic groups iri the United States including African- 
Americans, Hispanic-Americans, Native-Americans, Asian- 
Americans, and Pacific Islanders. 

2. To gather prevalence information relative to various kinds of 
demographic distribution for selected types of disabilities among 
race/ethnic minority groups in the United States. 

3. To document the extent of association between r ice/ethnieity 
and selected demographic variables within each < f four types 
of disability category groupings. 

R esearch Qu estions 

In this investigation the conceptual framework was operationalized hv 
translating the objectives into the following research questions: 

1. What are the specific disability rates among race/eti nic 
minority populations compared to Whites? 

2. What are the specific disability rates for race/etlmic groups 
(including Whites) according to geographic region (Northeast, 
I last. North Central, South, West)? 

N What are the specific disability rates for different tv pcs of 
disability among race/ethnic minority groups in the United 
States. 



What are the relationships among the specific tvpcs ot disabilin 
and demographic characteristics such as age, i'amilv, income. 



sex, marital status, education, employment and geographic 
location? 

Definition of Terms 



Disability : A general term which, in this study, refers to any long- or short- 
term reduction of a person’s activity or function as a result of acute or 
chronic physical or mental limitation. 

Prevalence : The extent and general widespread existence of a single health 
condition or class of conditions which are known to be disabling or to 
contribute to the eventual development of a disability. 

Distribution : Allocation of and accounting for the occurrence of disability on 
the basis of categorical subdivision and stratification, (i.e. the frequency of 
occurrence in a designated area, class, or level). 

Age : Age. at last birthday. 

Chroni c Conditi ons: Conditions that either a) were first noticed three months 
or more before the reference date of the interview, b) belong to a group of 
conditions that tire considered chronic regardless of when they began or, c) 
tire the type of conditions that obviously have a duration of more than three 
months. 

P hysical. Sensory and l an g uage Im pair ments : A chronic or permanent 

condition, usually static in nature, that results from disease, injury, or 
congenital malformation. It represents an absence, decrease in or loss of 
ability to perform various functions, particularly those of the musculoskeletal 
system and the sense organs. 

Mental Disorders : A clinically significant behavioral or psychological 

syndrome typically a sociated with distress or impairment of function. The 
mental disorders selected for inclusion in the present study are schizophrenia, 
affective psychosis, and "other" psychoses. 

Sch i zop hrenia: A mental disorder in which a deterioration from a previous 
level of functioning is observed. This condition is not due to an affective or 
nervous disorder and onset is prior to age 35 with patients often reporting, 
delusions, hallucinations, or thought disturbances. 



Affective Psychos is: A disorder characterized by a disturbance of mood, 

accompanied by a full or partial manic or depressive syndrome that is not 
caused by any other physical or mental disorder. 

" Other" Psychoses : In the present study, this category includes Alzheimer’s 
Disease, senile dementia, involutional melancholia, and pure paranoia. 

Nervous Disorders : Pathological chronic degenerative conditions originating 
in the central nervous system. This study focused on the following nervous 
disorders: mental retardation, epilepsy, cerebral palsy, Parkinson’s Disease, 
multiple sclerosis, and "other" disorders. 

Race : Racial classification is based on the respondent’s description of his/her 
racial or ethnic background. For the purpose of this study, the population is 
divided into four groups, "White", "African-American", "Hispanic-American". 
and "other." "Other" includes American Indians, Asians, and Pacific Islanders. 

Family Incom e: The total of all income received by the respondent's 

household during the 12-month period preceding the week of the interview. 
Income from all sources (wages, salaries, rents from properties, pensions, and 
help from relatives) are included. 

Emp l o ym ent Status: Employment status is divided into three categories: "not 
in labor force." "employed," and "unemployed." Employment includes paid 
work as an employee of someone else, self-employment in business, farming, 
or professional practice, and unpaid work in a family business or farm. 
Respondents not in the labor force are those who are a) receiving revenue 
from an enterprise, but not participating in its operation, b) doing housework 
or charity work for which they receive no pay, c) seasonal workers during the 
portion of the year they were not working, and d) not working, even though 
they have a job or business but are on layoff. Unemployed respondents were 
those not receiving income from sources listed previously under "employed." 

M arital Sta tus: Respondents were grouped into six categories of marital 

status: 1) married-spouse in household, 2) married-spouse not in household, 
d) widowed, 4) divorced, 5) separated, and (>) never married. 

(ieographic Region: I tie states under studv were grouped into four icitioiiv 
I hey are Northeast, Midwe -t, South, and West. 
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Northeast: Maine, Vermont, New Hampshire, Massachusetts, 

Connecticut, Rhode Island, New York, New Jersey, and Pennsylvania, 

Midwest: Ohio, Illinois, Indiana, Michigan, Wisconsin, Minnesota, 

Iowa, Missouri, North Dakota, South Dakota, Kansas, and Nebraska. 

South: Delaware, Maryland, District of Columbia, West Virginia, 
Virginia, Kentucky, Tennessee, North Carolina, South Carolina, 
Georgia, Florida, Alabama, Mississippi, Louisiana, Oklahoma, 
Arkansas, and Texas. 

West: Washington, Oregon, California, Nevada, New Mexico, Arizona, 
Idaho, Utah, Colorado, Montana, Wyoming, Alaska, and Hawau. 



Crite ria for V ariabl e Selection 

In this investigation, the term "disability" was operationalized using ( 1) 
chronic debilitating health conditions. (2) physical, sensory and language 
impairments which hinder or i erfere with "normal" or usual functioning. (3) 
mental disorders, and (4) nervous system disorders. This was further refined 
by selecting and including specific conditions, impairments, mental disorders, 
and nervous system disorders. 

The criteria for selection of conditions and impairments were as 
follows: 

Chronic Condition - A health condition was included if it was chronic and its 
aiKcrse effect on normal function was generally presumed to be progressive 
n\er tmi'\ The condition must also have a high incidence of occuiieiK c in 



the general population and mils! In 1 in a category where at least 7(v; ot 



persons having the condition are required to see a physician on a regular 
basis. 

Impairment - This category was based on the criterion that the existence of 
the impairment must be behaviorally apparent when elicited or otherwise 
observed, although not necessaiily degenerative to the point of requiring 
regular care by a physician. There must also be a relatively high incidence 
of occurrence of the impairment in at least one or more ethnic subgroups to 
the point of restricting or impeding activity on an average of 18 days per year. 

All demographic variables were included primarily on the basis of their 
relevance to the objectives of the study and the research questions as stated. 
Variable Types 

In this study, there are two sets of variables. The first set was labelled, 
"Focal Group Variables," and the second was called "Reference Variables." 
The focal gro i variables were chronic health conditions, impairments, 
mental disorders, and nervous disorders. The reference variables were age, 
sex, income, education, employment, marital status, geographic region, and 
race/ethnicity. 

The focal group variables were fwrthei sub-divided to include seven 
types of chronic debilitating health conditions; heart disease, cerebrovascular 
disease, respiratory disorder, arthritis, in;- -i vertebral di-c disorders, diabetes 



and high blood pressure; six types of physical, sensory and language 
impairments: hearing, orthopedic, visual, paralysis, absence of extremities and 
speech disorder; three types of mental disorders: schizophrenia, affective 
psychosis and "other" psychoses (which included senile and presenile organic 
psychosis); and six types of n .tvous disorders: mental retardation, cerebral 
palsy, Parkinson’s disease, epilepsy, multiple sclerosis, and other degenerative 
and hereditary disorders of the central nervous system. 

The reference variables were also further sub-divided to include 
different categories (levels and ranges) for particular variables. For example, 
the range for "age" is from under six years to 75 years and over. The range 
for the variable "income" is from under $5,000 per year through. $50,000 or 
more per year. Marital status includes the categories married, spouse at 
home; married, spouse not at home; widowed; divorced; separated; and never 
married. Fmployment was divided into those current! - "employed," 
"unemployed," and "not in labor force." Race/ethnicity was categorized as 
White. African*. American, I lispanic-American and "other;" while sex was 
divided into male and female. 
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DESIGN AND METHODOLOGY 



The primary data source was the National Health Intervi v Surrey 
(NIIIS) used to generate information for the National Center for Health 
Statistics. This information covers a broad range of demographic and health 
factors. Essentially, the sampling procedure was multi-stage and based on 
primary sampling units selected in such a wa> as to insure accurate 
representativeness. 

Sa mple 

The san pie for this study was comprised of 1 12,859 persons who had 
been interviewed from 49,569 households in 1987. The target population for 
NIIIS was the resident, civilian noninstitutionali/ed population residing in all 
50 states and the District ot Columbia. 

D escr i ption o f th e In strument an d P rocedures Used in C ollectin g and 
P r ocessing the Data 

The NIIIS questionnaire contains two major parts. The first consists 
of topics that remain relatively the same from year to \ ar. Among these 
topics are tin incidence of acute conditions, the prevalence of chronic health 
conditions, restrictions in activity due to impairment or health problems, and 
utilization of health caie services involving physician care and short stay 
hospitalization I he second pa t consist of special topics 
•Mipplenionts to each vcai's qimstionnane. 
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Careful procedures were followed by the National Center to assure the 
quality of data collection in the interview. Data were collected on a weekly 
basis. Most households in the sample had been contacted by mail befoie the 
interviewers arrived. Potential respondents were informed of the importance 
of the survey and assur 'd that all information obtained in the inteiview would 
be held in strict confidence. Interviewers made repeated trips to a household 
when a respondent was not immediately found. 

Field operations for the survey were conducted by the U.S. Bureau of 
the Census which pa ticipates in the survey planning, se eels the sample and 
conducts the interviews. Completed ques onnaires were sent from the U.S. 
Bureau of the Census field offices to NCHS for coding, editing, and analysis. 
To ensure the accuracy of coding, a five-percent sample of all questionnaires 
were recorded and keyed by other coders. A 100-percent verification 
procedure was used if certain error tolerances were exceeded. Staff of the 
Division of Health Interview Statistics then «.di*ed the files to remove 
impossible and inconsistent codes. 

Rel iability an d Types of Estimate s 

Because NH1S estimates are based on a sample, they may Hitler 
somewhat from the figures that would have been obtained if a complete 
Census h.id been taken using the same survey processing procedures. To the 
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extent possible, sampling and non-sampling errors were kept to a minimum 
by methods built into the survey procedures. Although it is very difficult to 
measure the extent of bias in the NHIS, a number of studies have been 
conducted to examine this problem. The results have been published in 
several reports. 

As noted, the sample represented the resident, civilian noninstitutiona- 
b/ed population ol the United States, It should be pointed out that the 
sample did not include persons residing in nursing homes, members of the 
armed forces, institutionalized persons, or U.S. nationals living abroad. As 
data were collected, the samples were consolidated to produce quarterly fib s 
(each consisting of data for 13 weeks). Weights to adjust the data to 
represent the l hS. population were assigned to each of the four quarterly 
files. These quarterly files were later consolidated to produce the annual file, 
which is the basis of most tabulations of N 1 IIS data. 

Sa mpling I Errors 

I he cbai ces are about 68 out of 100 that an estimate f.om the sample 
would dift r from a complete Census estimate by less than the standard error. 
Individual standard errors were not computed I »r each estimate in this report. 
Instead, standard errors were computed for a broad spectrum of estimates. 
Regression techniques were then applied to produce equations from which a 
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standard error for any estimate can he approximated. The nature of the 



sampling plan made it necessary to use special weights in the data processing 
and statistical analyses. These weights were provided by the National Center 
for Health Statistics as an essentia! part of the documentation. 



RESULTS 

Prevalence Description 
Chr on i c H e a l th Conditions 

Se x. The percentage who are female in the population with chronic 
health conditions (58%) is far in excess of the percentage for male (42%). 
Within this group, the disparity between the percentage of African-American 
males and females is even more pi mounced with 36.4% and 63.6%, 
respectively. This is the largest male/female percentage difference among the 
four racial and ethnic groups and strongly suggests that African-American 
f males are more at risk for these conditions than any other minority sub- 
group. 

Age. The age intervals with the largest percentages of persons with 
chroni health conditions arc f > 5 - 7 4 (24.5%), 55-64 (22.1%), over 74 (16.4%) 
and 45 -54 (12.6% ). This shows a slight tendency for the existence of chrome 
conditions to be somewhat related to increasing age. I specially sti iking is the 
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observation that at younger age levels in the chronic conditions groups, 
Whites are underrepresented in proportion to their number in the population 
while Hispanics and African-Americans are overrepresented. This trend is 
obse r ved until old age (65 and over) when the proportion of Whites with 
chronic health conditions exceeds the proportion of others in the population 
and the proportion of African-Americans and Hispanics becomes less than 
their population proportion. The general trend for all sub-groups appears to 
be, however, that the frequency of chronic health conditions increases with 
age until about the time of retirement from the work force. 

Education . The chronic heahh conditions population shows two 
characteristic bulges. These occur at the one-eight years of schooling 
category (25.3%) where most of the persons presently attending school are 
located, and again at the 12 years of schooling category (32.7%) where most 
of the persons who are no longer attending school are located. There is a 
tendency for Whites to have more education than cither African Americans 
or Hispanics. 

Family I nc om e. Proportionately more Whites and fewer African- 
Americans and Hispanics were located at the upper family income levels. 
The opposite was true at the lower income levels with proportionately fewer 
Whites and more of the other ethnic groups. It is of particular interest also 
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that the median family income for Whites was approximately $19,000 per 
year, for African-Americans $10,000 per year, and for Hispanics $13,000 per 
year. I or the total group of persons with chronic health conditions, the 
median was approximately $17,500 per year. Proportionately more African- 
Americans and Hispanics appeared to he on some type of public assistance 
or to he employed in low paying jobs. 

Marital Stat us. Almost 6077 of person:, with a chronic health 
condition were married. Almost 21% were widowed, and it was especially 
interesting that a larger percentage had never been married (8.8%) than were 
divorced (7.7%). Although the percentage of African-Americans who were 
married (44. h%) was much smaller than the percentage of Whites who were 
married (62.3%) the percentage of African-Americans and Hispanics who 
were either separated or had never been married was far in excess of the 
percentage for Whites in either of these categories. Over half of all persons 
with chronic health conditions were married Whites ■ it h the spouse living in 
the household. The next largest category was widowed Whites. 

Emp l o yment Almost 66% of the chronic conditions persons were not 
in the labor force. This includes approximately 40% who were at or past 
re tire i ent ape and over 5% who had not reached the legal age for 
<. mployment. Thus, it appears reasonable *o coni hide that at least .'o' '< of the 



chronic conditions population were probably unable to work. The proportion 
of African-Americans who were not in the labor force (68.4%) was slightly 
higher than it was for the other groups. The unemployment rate was highest, 
however, for Hispanies than for any other group. 

Geog ra p h ic Region . The south leads the other geographic regions in 
the proportion of the chronic conditions population (37.2%). It is especially 
noteworthy that over 54% of all African-Americans with chronic health 
conditions reside in the south. This contrasts with 35.2% of Whites with 
chronic conditions in the south, and 31.3% of Hispanies with chronic 
conditions who reside the south. Considering the preponderance of 
Hispanies in the west and African-Americans in the south, the geographic 
distribution of chronic conditions tends to reflect the distribution of the larger 
population. 

Physi cal. Sensory, a nd L anguage Im pairmen ts 

_Se\’ I he percentage of the physical, sensory, and language 
impairments population who were female was 47.4',;. The percentage who 
were male was 52.6G. This contrasts with the chronic conditions population 
where the percentage of females was far in excess of the percentage for 
males. Across all racial and e'hnic sub-groups, the peicent.ige of males and 
females was almost evenly divided and there dal not ecm to he anv 



systematic relationship between physical impairments and gender. 



Age . The age intervals with the largest percentages of the physical, 
sensory and language impairments population are 35-44 (16.1%), 25-34 
(15.2%), 55-64 (15.7%), and 65-74 (14%). Over 60% of the impairments 
population is between the ages of 24 and 74. Furthermore, more than two- 
thirds of impaired persons are working age. The proportion of persons with 
physical, sensory, and language impairment tends to be lower at the younger 
age levels and to increase with age up to about 35-44. It then drops slightly 
and remains stable until after the age of 74. 

I lispanics tend to have a higher proportion of physically, sensory, and 
language impaired persons at the 25-34 age range while African-Americans 
have their highest percentage at the 45-54 age range. Among Whites, the 
percentages are about evenly dispersed across the ranges of 25-34, 35-44, 55- 
64 and 65-74, For some obscure reason there is a drop among Whites at the 
45-54 age range. This may be a reflection of the fact that, among Whites at 
least, proportionately fewer children were born during the years 1632 to 1642 . 
The increase in the percentage of persons with impairments commensurate 
with increase in age shows some interesting discrepancies. For example, 
among Whites .and I lispanics the increase tends to peak at the age 25-34. 
Among persons age 6r a. id older, there was a much higher piopmliou who 



were White than were African-American* Hispanics or "Other." This is 
probably a direct result of better health care and greater longevity among 
Whites in comparison to the other race/ethnic subgroups. 

Education . The two characteristic bulges are again seen at the 1-8 
years of schooling category (19.4%) and the 12 years of schooling category 
(33.4%). The percentage at the 1-8 year level is much lower than it is for the 
chronic conditions population. By far, the largest single category according 
to race/ethnicity and amount of education is seen fc Whites with '2 years 
of schooling (28.89. ). Although the college graduate group is only 7.2% of 
the total impairment poj illation, it is interesting that 90% of this group is 
White and only 4% is African American. African-Americans with physical, 
sensory and language impairments are much lev likely than their White 
counterparts to have the benefits of a college education. To some extent, this 
is also true of Hispanics. ’I here is a tendency for minority persons more so 
than Whites to be concentrat cl at the lower end of the educational spectrum 
and for proportionately more Whites to be at the upper end. 

I a mily Inc o me. The proportion of White persons with 
impairments at various income levels tends to increase commensurate with 
the increase in amount of money. Among African-Americans this tendency 
is reversed with corresponding reductions in the proportions as we go up 



through the income levels, There is also an unusually large bulge for 
African-Americans at the under $5,000 income level. This evidence suggests 
that physical, sensory, and language impaired African-Americans are less well 
off economically than their counterparts in other racial/ethnic groups. The 
overall median family income for all impaired persons was $20, ()()(). The 
median for Whites was $22,050. for African-Americans $10,800, and for 
Hispanics $16,500. 

Ma ri tal status . Proportionately fewer impaired African-Americans 
with impairments were married than was seen for any other racial/ethnic 
group. On the other hand, African-Americans had a higher proportion of 
persons who had been widowed. African-Americans and Hispanics had the 
highest percentage of "never married" persons. It may be significant that 
among persons with impairments as a group, the percentage who had never 
married (14.20 » \.as larger than the percentage widowed (13.5%). The 
majority of the population with impairments was married with the spouse 
living in the household (60.2%). African-Americans comprised the largest 
percentage of the "separated" group (38.4% ) far out of proportion to their 
numbers in the general population and in the population of persons with 
impairments. 



E mployment . Approximately 5\ C A of the population of persons with 
physica I, sensory, and language impairments were not in the labor force. This 
was considerably lower than the percentage of the population of persons with 
chronic health conditions (U>%). The percentage not in the labor force may 
be taken to include approximately 6% who were below the legal age for 
employment and another 27% who were past the age of retirement. It is 
noteworthy that this leaves only !8'T in the "not in the labor force" group 
after the other two types are accounted for. This net (not in the labor force) 
is very cto-e to that which is found in the chronic conditions population. The 
percentage of Whites employed (47.30/ ) was \erv close to the percentage of 
Whites not in the labor force (4 l ) H%). This was not true for African- 
Americans, however, where the percentage not in the labor force (04. Off ) was 
tar in excess of the percentage employed (31.7Ci). The unemplovment rate 
was, as in the case of the chronic conditions population, higher for If. panics 
than for any other group. 

.Cieograjyhjc region. The south again takes the leadership in its 
proportion (34', T) of the total population of impaired persons. The largest 
percentage of Whites with impairments was seen in the south (32.0'i) as was 
the largest percentage of African-Americans with impairment' (>2.2'< ). The 
largest percentage of Hixpanics with impairment- wa> seen lor the wv-.t 



(40.6%). A high proportion of (60.1%) of minorities with disabilities in the 
other category (American Indians, Asian Americans, and Pacific Islanders) 
also resided in the Western Region. Generally, Hispanics and African- 
Americans tended to he overrepresented in the southern and western 
geographic regions. This may be a reflection of the distribution of the larger 
population. 

M en t al disorders 

Sex . Fifty-two percent of the mental disorders population was female 
compared with 48% male. Some interesting comparisons emerged, however, 
when ethnic groups were compared with cadi other. For example, among 
Whites 45% were male and 55% were female, whereas this trend was 
reversed among African-Americans where 60% were males and only 40%. 
were females. Clearly there was a tendency for more males than females to 
suffer with a mental disorder in the African-American group. This tendency 
was also observed for the "Other" group as well. Generally speaking, there 
is a clear tendency for White females to experience mental disorder more 
often than White males, but for this tendency to be just the reverse among 
African Americans, Hispanics. and other minority groups. It should also be 
noted that the percentage of Whites with a mental disorder is below their 
proportion m the larger population while the percentage ol African- 
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America. is with a mental disorder is slightly in excess of their proportion in 
the population. 

Ag£. The age intervals with the largest percentage of persons with 
mental disorders were 24-34 (23.1%) and 35-44 (24.9%). Seventy-six percent 
of the mental disorders population were White and 14.5% were African- 
American, showing a tendency for vVhites to be underrepresented and 
African-Americans to be slightly overrepresented in proportion to their 
numbers in the total population. Among Hispanics. the largest percentage of 
persons with mental disorders was observed for the 17-24 age group (36.4%). 
Among African-Americans, the largest percentage was seen in the 25-34 age 
group (32. %) and among Whites, the largest percentage was observed for 
the age group 35-44 (29.5%). An important finding is the fact that the 
percentage of persons with mental disorders appears to stabilize at about 8% 
after age 54. More specifically, the stabilization was observed at the age 
range 55-64 (8.2%), 65-74 *8%), and over 74 (8.6%). 

hduc ation. Two characteristic bulges in the proportion of persons 
distributed across the educational spectrum were again seen in the mental 
disorders population. As with other types of disability, these were observed 
for die 1-8 years of schooling level (14.4% ) and the 12 years of schoolim- 
group. 1'he proportional distribution of the four nkial/ethnic groups more 



nearly approximates the general population at the 12 years of schooling and 
the college levels. There were considerably more Hispanics at the lower 
educational levels and considerably fewer at the higher levels. 

Family income . There are proportionately more pen-ms at the 
under $5,000 (20.9%) and $25,000 - 34,999 (19.5%) income levels than at 
any place else along the family income distribution. Among Whites with 
mental disorders, the largest income distribution was seen for the income 
category of $25,000 ■ 34,999 (2 2.6%). Among African-Americans with mental 
disorders the largest percentage was seen at the family income levels of 
$10,000 - 14,999 (23,9%). The median family income for the total population 
of persons with mental disorders was $14,120. The median tor Whites was 
$16,600, for African -Americans $10,500, and for Hispanics $13,500. 

M arita ! s tat us. The overwhelming majority of the population with 
mental disorders had never been married (40%). This percentage was 
followed by persons married with the spouse in the household (28.1%). The 
percentage divorced ( 14 \ C A ) was slightly higher than the percentage widowed 
(13.4%-). 

Fm ployme nt. Over 76% of the population with mental disorders was 
not in the labor force and only 21% were employed. This underscores the 
devastating impact of mental illness oi society. Among those who were 



employed the overwhelming majority (84.7%) were Whites, • intrusted with 
4 % African-Americans and 7.8% Hispanics. 

Geographic regio n. Unlike other types of disability the south does not 
lead in the percentage of persons with a mental d> -order. The midwest had 
the highest proportion of persons with mental disoi tiers (32.4%), whereas the 
south ranked second with 30.8% of persons in this category. The west had 
the lowest percentage ( 15.4%) of persons with a mental disorder. Amonc 
Whites and African-Americans, the largest proportions were in the south and 
midwest while for Hispanics he largest proportions were in die west and the 
northeast. 

N e n r ous Disorde rs 

Sex . In the population of persons with disti llers of the nervous 
system 53% were male and 47% were temale. Thus, these disorders tire 
slightly more prevalent among males than females. Among Whites and 
Hispanics, nervous disorders were more evenly distributed by ^ex than foi 
African- Americans where the percentage of males was b()% compared to 
4d% female. As with some other types of disability such as paralysis, speech 
disorders, and orthopedic impai' ment. it appears that African-American males 
ate more susceptible than African-American females. Moreover, the African- 
American representation in tins group (15.5%) exceeds then pioportion in 







the general population »-f the United States. In the group labeled "Other," 
however, females appeared to he more at risk (60.1%) for disorders of the 
nervous system. 

A ge . The smallest percentage of persons with disorders of the 
ner >us system was observed for the age group under 6 years (2 •%). The 
largest percentage was seen for the age 6-16 (22.1%). Percentages were 
approximately the same and about equally distributed across the other age 
intervals. African-Americans are overrepresented in proportion to their 
numbers in the general population at every interval until the age of 65 when, 
possibly due to early demise, they begin to be underrepresented. 

Education . Once again, the largest percentage of the total 
population of perso •. within this disability category is seen at the levels of 
1 -<X years of school age (35% ) and 12 years of schooling (22.6%). These 
bulges are probably more an artifact of the distributions of numbers of 
persons than of any relationship betwe m these disorders and education. As 
we go up the education ladder, the percentage of Whites tend* to increase 
while for African-Americans and Hispanics it tends to decrease, " his further 
substantiates the fact that Whites generally receive more educatioi than other 
groups in our society. 

Family Income Among persons with disorders of the nervous 



system there is considerably less variation across the different income levels. 
The largest difference observed for incomes below $50,000 was seen between 
the $5,000 - 6,999 (8.6%) and the $10,000 - 14,999 (15.5%). A substantial 
amount of the observed variation may be primarily a reflection of differences 
in benefits available. There is, however, a slight connection between family 
income and race/ethnicity with Whites having more, African-Americans less, 
and with Hispanics usually someplace in between. The median family income 
for the population of persons with nervous disorders was $16,250. Among 
Whites it was $18,000, for African-Americans $9,500 and among Hispanics 
$13,250. 

Marital Statu s. The percentage of persons with neurological 
disorders for the two largest marital categories were almost identical. These 
were married with spouse in the household (39 3%) and never married 
(40%:). The percentage of divorced persons with nervous disorders was 6.1%/. 
Among whites, the category "married persons with the spouse in the 
household" had the largest percentage. Among African-Americans and 
Hispanics, howe-vr, the largest percentage w.»s observed for the "never 
married" category. The highest percentage of persons in the "never married' 
category was observed for the race/ethnic group labeled "Other." Generally 
speaking, the relationship between race/ethmcitv and marital status was only 

.) l 



slight, however. 



Employment . The overwhelming majority (78.8%) of the population 
with nervous disorders were not in the labor force and only 19% were 
employed. Within race/ethnic groups the highest percentage not in the labor 
force was observed for African-Americans. The highest percentages 
employed within race/ethnic groups were for "Other" (22.9%) and Hispanics 
(15.9%). 

G eographic region . As with some other forms of disability, the south 
is in the leadership as far as the percentage of persons with nervous disorders 
is concerned (23.6%). The midwest is tied for first place with regard to 
percentage of persons with nervous disorders (23.6%). Typically, the largest 
percentages within racial/ethnic groups were observed in the south for Whites 
(35.2%), in the south for African-Americans (58.6%), and in the west for 
Hispanics (40.2%<). Overall, there appears to be a slight relationship between 
race/ethnicity and geographic legion, possibly due to an unevenness 
associated with the population distribution in the larger society. 

Demographic Associations 
Asso ciation between Race/Ethn i city and Disabil ity 

In order to probe more deeply into the connection between disability 
and minority group membership, further exami ation was necessary. 




Essentially, this consisted of studying the association between race/ethnicity 
and disability t. m several vantage points. The first of these involved a 
determination of the association between the four types of race/ethnicity 
classifications and the four disability categories under study. At a more 
fundamental level, a study was also undertaken of the association between 
race/ ethnicity and nine (9) demographic variables across each of the four 
disability categories. This was followed by an analysis of the association 
between race/ethnicity and the nine (9) demographic variables within each 
(a) type of chronic health condition, (h) type of physical, sensory, and 
language impairment, (c) type of mental disorder, and d) type of nervous 
disorder. 

For all analyses, the measure of association was the statistic known as 
Cramer’s V which ranges from .00 to 1.0 and is inte; preted directly on the 
basis of its size. A low number means weak association and a high number 
means strong association. 

Rac e /1 ithn ici ty and four disability groups - Table 1 shows that among 
the four disability categories the association between race and mental 
disorders (c-.19) was the strongest. The associations between race and 
chronic health conditions and physical, sensory and language impairments 
were low and almost negligible with values of C--.07 for both. 
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TABLE 1 



Values of Cramer’s V for association between race/ 
ethnicity and four disability category groups 



Disability Category Group 


Cramer’s V 


P 


Chronic Health Conditions 


.07 


<.0001 


Physical Impairments 


.07 


<.0001 


Mental Disorders 


.19 


<.0001 


Nervous System Disorders 


.11 


<.0001 



Race/Ethnicitv an d Demographic Variables - Table 2 shows some 
interesting findings. The association between race and family income was 
consistently observed to be among the strongest across all four types of 
disability classifications. With the exception of mental disorders, there was 
virtually no evidence of a systematic relationship between race and sex nor 
between race/ethnicity and employment. When each type was examined 
separately, it was seen that the strongest associations with race/ethnicity in 
the chronic conditions group was observed for family income, education and 
marital status. For the group with impairments, the strongest associations 
with race were seen for family income, geographic region and marital status. 



TABLE 2 



Values of Cramer’s V for measuring association between 
race/ethnicity and selected demographic variables 
among four types of populations with disabilities in 
the United States 





Chronic 

Health 


Impair- 

ments 


Mental 

Disorders 


Nervous 

Disorders 


Race bv 










Sex 


.04 


.02 


.12 


.07 


Ago 


.08 


.08 


.30 


.15 


Education 


.12 


.10 


.20 


.11 


Family Income 


.14 


.13 


2 1 


.15 


Gen. L.OA. 


.06 


.09 


.16 


.06 


Work L.OA. 


.06 


.09 


.18 


.08 


Marital Status 


.12 


.11 


.14 


.16 


Employment 


.05 


.08 


.11 


.11 


Geographic Region 


.13 


.13 


.16 


.14 



R ace/Ethnicitv. Demographic Variables, and Chr oni c Health 
Conditions - Table 3 shows that in this analysis associations between 
race/ethnicity and other demographic variables vs ere strongest for age, 
education, family income, marital status, and geographic region. The 
relationships were also more pronounced for some chronic conditions than 
they were for others. For example, the association between race and age 
was strongest in the heart disease (c = .!2), cerebrovascular (c - .16), and 



TABLE 3 



Values of Cramer’s V for measuring the association between 
race/ethnicity and selected demographic variables for seven types 
of chronic debilitating health conditions 



Interver- 





Heart Cerebro- 
Disease Vascular 


Respira- 

ratory 

Disorder 


tebral 

Disc 

Dis. 


Dia- 

betes 


Hyper- 

tension 


Arth- 

ritis 


Race bv 
















Sex 


.08 


.04 


.04 


.06 


.06 


.06 


.04 


Age 


.12 


.14 


.12 


• 


.11 


.09 


* 


Education 


.12 


.16 


.10 


.10 


.14 


.15 


.16 


Family Income 


.16 


.17 


.17 


.14 


.12 


.16 


.15 


(ien.L.OA. 


.07 


.12 


.05 


.08 


.08 


.08 


,07 


Work LOA 


.06 


.15 


.06 


.09 


.06 


.09 


.08 


Marital Status 


.13 


.12 


.13 


.13 


.13 


.14 


,13 


Employment 


.08 


.09 


.07 


.07 


.04 


.06 


.07 


(ieo. Region 


.09 


.16 


.12 


.10 


.17 


.16 


.13 



Row or column sum to zero • no statistic computed. 



respiratory disorders (c = .12) groups. The association between race and 
education was strongest for the cerebrovascular (c = .16), diabetes (c = .14), 
hypertension (c = .15), and arthritis (c-.lb). The association between race 
and family income was strongest in the cerebrovascular (c = . 1 7), respiratory 
disorder (c~.17) and hypertension (c = .16) groups. Tor marital status the 
association was virtually the same across all seven types of conditions, ranging 
from .12 for the cardiovascular group, to .14 for the hypertension group. The 



association of race with geographic region was highest within the 
cerebrovascular (c = .16), diabetes (c= 17), and hypertension (c = . 1 6) groups. 

Race/E th nicity. Demographic Variables and Impairment s - Table 4 
shows that associations between race/ethnicity, and other demographic 
variables were strongest for age, education, family income, employment and 
geographic region. The extent of these associations varied across impairments 
from almost zero for some to relatively high values for others. For example, 
the highest associations between race and age were seen for paralysis (c = .23) 



TABLE 4 



Values of Cramer’s V for measuring the association between 
r ice/ethnicity and selected demographic variables 
for six types of impairments 



Loss of 

llearingOrtlio Visually Para- Extre- Speech 

Impair. Impair. Impair, lysis milies Impaired 



Pace by 



Sex 


.06 


.02 


.02 


.05 


.12 


.08 


Age 


.10 


.06 


.11 


.23 


.20 


.16 


Education 


.10 


.12 


.12 


.10 


.20 


.12 


Family Income 


.1.* 


.13 


S3 


.18 


2 \ 


.18 


Gen. LOA 


.ns 


.OH 


.10 


.10 


.16 


.08 


Work L.O.A. 


.07 


.09 


.10 


.1 


.16 


.14 


Marital Status 


12 


.11 


.13 


.17 


.14 


16 


Employment 


,10 


.09 


.08 


.12 


.21 


.14 


Gen Region 


.13 


.12 


.14 


.13 


.IS 


.20 



i / 




and loss of extremities (c = .20). The association between race and education 
was highest for the loss of extremities group (c = .20). For family income, the 
association with race was highest in the paralysis (c = .18), loss of extremities 
(c = .21) and speech impaired (c = .18) groups. For employment, the highest 
association w'ith race was seen for the loss of extremities group (c~.21). 
Finally, the association between race and geographic region was highest 
within the loss of extremities (c = .18) and speech impaired (c=.20) groups. 

Race/Ethnicity Demographic V a r ia b l es an d Mental D iso rders - Table 
5 shows that the association between race/ethnicity and other demographic 
variables were strongest for age, education, family income, and employment. 
These relationships were all seen either for the schizophrenic or "other 
psychoses" groups. No relationship statistics could be computed for the 
affective psychosis group due to distortions in the data configuration. Within 
the schizophrenic group; the highest associations between race and other 
demographic variables were seen for family income (c~.42) and employment 
(c = .32). In the "other psychoses" group, the highest associations were seen 
for age (c = .40), education (c = .34), and family income (C--.35). 

Race/Ethnicity Demographic Var iables and Nervous Disor de rs - Table 
(> indicates that associations between race/ethnicity and other demographic 
variables were strongest for age, education, family income, marital status, 



TABLE 5 



Values of Cramer’s V for measuring the association between 
race/ethnicity and selected demographic variables 
for three categories of mental disorders 



Affective Other 

Schizophrenic Psychosis Psychosis 



Race bv 








Sex 


.14 


* 


.23 


Age 


* 


* 


.40 


Education 


* 


* 


.34 


Family Income 


.42 


* 


.35 


Gen. L.OA. 


.25 


* 


.14 


Work L.O.A. 


.24 


* 


.24 


Marital Status 


* 


* 


* 


Employment 


.32 


* 


* 


Geo. Region 


.22 


♦ 


.26 



* Row or column sum zero - no statistic computed. 

and employment. Relationships were also more pronounced within some 
disorder groups than they were in others. For example, the association 
between race and age was strongest in the cerebral palsy (c = .27) and epilepsy 
(c-.21) groups. The association between race and education was strongest 
for mental retardation (c - .31) and multiple sclerosis (c-.3b). The 
association between race and family income was relatively high for the 
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multiple sclerosis group (c = .40) and to a somewhat lesser extent for the 
mental retardation group (c = .22). Associations between race and marital 
status were highest in the multiple sclerosis (c = .37) and "other disorders" 
(c = .50) groups. The association between race and employment was highest 
in the epilepsy group (c = .24). 



TABLE 6 



Values of Cramer’s V for measuring association between 
race/ethnicity and selected demographic variables 
for six types of nervous disorders 



Mental Cere- Parkin- 

Retar- bral son’s Epi- Multiple Other 

dution Palsy Disease lepsy Sclerosis Disorders 



Race by 



Sex 


.OS 


.08 * 


.11 


.18 


.22 


Age 


.15 


21 * 


.21 


* 


* 


Education 


Jl 


.11 * 


.16 


M 


* 


Family Income 


>2 


2i) * 


.19 


.40 


.20 


(Jen. L.O.A. 


.09 


.12 * 


.10 


.15 


.16 


Work L.O.A. 


.14 


.12 * 


.15 


.14 


.24 


Marital Status 


.16 


,19 * 


.17 


J7 


.50 


Employment 


.14 


.14 * 


24 


* 


.17 


(ieo. Region 


.18 


.13 * 


.18 


21 


.16 



Row or column sum to zero - no statistic computed. 
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DISCUSSION 



As noted above there is a significant disparity within the area of 
chronic conditions relative to gender. It is unclear whether the large chronic 
conditions sex disparity occurs because of the types of conditions selected for 
study or because of some other factors related to health cure of females, 
especially African-American females. The comparison of the sexes showed 
clearly that whether we see marked differences between males and females 
depends on how disability is defined. For some types of classification males 
may dominate while females may dominate for others. Generally, there is 
not much evidence for a systematic connection between physical disability and 
gender. It all depends on the specific type of disability being considered. It 
was observed, however, that females are slightly more prone to develop a 
mental disorder than males, but the specific type of disorder may vary 
according to gender classification or race/ethnicity, as far as prevalence is 
concerned. For whatever reasons, it was also observed that African-American 
males seem especially prone to develop disorders of the central nervous 
system. 

The overrepresentation of African-Americans and Hispanics with 
chronic health conditions in comparison to Whites suggests that Whites are 
generally more healthy than minority groups. There was also substantial 



evidence thai physical, sensory and language impairments tend to increase in 
number as we proceed to older age groups. The working age population 
seems to be particularly susceptible to impairments of the type included in 
our classification. These connections seem to be highly ubiquitous, however, 
and attempts to unravel all the various relationships between age, 
socioeconomic status and other concomitant influences, is a formidable 
challenge. 

A good deal of furor has been generated about the overrepresentation 
of African-Americans in special education classes in the public schools. In 
this study the data clearly suggest that they are overrepresented foi mental 
retardation and also for a number of other nervous systei disorders as well. 
This could be an important concomitant of the forestated overrepresentation. 
These findings are consistent with research conducted by Jones (1987), 
Walker (1986), and Walker (1984). It is apparent that minority persons with 
impairments are more likely to be seen at the lower educational levels. 
These findings support research which has been conducted by Howe (1985) 
and Walker (1988). There is more ot a connection between race/ethnicity 
and disability than between education and disability. 

For the most part what we say about education can also be said about 
age, in that the various influences are not so easily untangled. There does 



appear to be some slight but systematic connection between met tal disorders 
and race/ethnicity and between education and race/ethnicity in the 
population with mental disorders. 

Among persons with disabilities, there is a del mite cleavage between 
the haves and the have-nots with those on public assistance at the 1- wer 
income levels and persons who are employed at the upper level of amily 
income. Moreover, there is a remarkable and consistent tendency for 
minority persons across disability groups to be at the bottom of the economic 
ladder and for Whites to be at the top. In all four disability classifications 
African-American income hovers around $ 10,000 and is uniformly low. To 
a somewhat lesser extent, thi is also true of Hispanics, where income hovers 
around $13,300 except for the impairments category, where it increases to 
$16,500. Among Whites with disability, family income ranges from a low of 
$16,600 for the mental disorder group up to a high of $23,050 for the 
impairments group. There is nothing approaching a reasonable 
approximation between White family income and minority family income for 
any of the four disability classifications. These comparisons are shown below 
in Table 7. 
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TABLE 7 



Median Family Income by Ethnic Group 



Medi; <1 Family income 



African- 





Whites 


Hispanics 


American 


Overall 


Chronic Conditions 


19,000 


13,000 


10,000 


17,500 


Impairments 


22,050 


16,500 


10,800 


20,000 


Mental Disorders 


16,600 


13,500 


10,000 


14,121 


Nervous Disorders 


18 000 


13,250 


9,500 


16,250 


In sum, there 


are two very 


striking pieces 


of evidence 


about the 



relationship between race/ ethnicity and family income among persons with 
disabil ' ties. These are (.j that the four race/ethnic groups tire in the same 
relative income position no matter what the category, and (2) Whites are 
consistently at the top and African-Americans consistently at the bottom. 

Ihe findings of this study indicate that most people with a chronic 
health condition were either married at present or had been at some p evious 
thru The marriage rate for Africa' Americans was lower than the late fn: 
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Whites. Generally, p» rsons with physical disabilities tended to be married 
whereas African-Americans tended to be in the other marital status 
categories. For example, African-Americans were more likely to be separated 
from a spouse than other individuals in the sample. It was not possible in the 
current study to determine whether the marital status relationships were 
culturally influenced or the result of disability. The proportion of persons 
who had never been married was especially high in the population with 
mental disorders. This is probably due to the large number of schizophrenics 
(who encounter this disability earlier in life). 

Among persons with a disorder of the nervous system, marriage is a 
casualty before rather than after the fact with proportionately more persons 
in this category "never married." 

F.mployment In the matter of employment, it seems that when people were 
identified as chronically ill, a substantial number of them were beyond the 
usual age for retirement. This is related to the connection between age and 
health status. Were it not for the fact of advanced age, however, there would 
probably be more employed people working in spite of thei; chronic health 
condition. Hispanics appear to be hardest hit by unemployment. 

Generally, physical, sensory and language impairments were not as 
devastating in their effect on employment as chronic health conditions were. 



By and large, a substantial number of persons with disabilities were either 
employed or were seeking employment. As far as mental illness was 
concerned, it was especially devastating in its impact on employment, even 
more so than for other types of disabilities. 

To some extent, the large percentage of persons with disabilities in the 
south is an artifact of the way the country is divided geographically by the 
National Center for Health Statistics. The densely populated east coast is 
included in the south along with many large cities in the old south extending 
all the way to Texas. 

With regard to physical, sensory and language impairments, the south 
seems particularly susceptible to these occurrences, either because of 
demographics or because of peculiarities associated with the region such as 
life sty les and the kinds of employment available. Among the four disability 
categories, the only one where the south is not in the lead is mental 
disorders. This suggests that the midwest and northeast arc cither more 
stressful or that they have a larger percentage of people prone to develop a 
mental disorder. It'should be noted that the midwest was tied with the south 
with regard to persons with nervous disorders. 



POLICY IMPLICATIONS 



Several major findings were identified in the current study with regard 
to the following reference variables: income, education, geographic location, 
employment, disability and health status. 

Income In all four disability classifications, African-American income 



hovered around $10,000 and was uniformly low. To a somewhat 
lesser extent, this is also true of Hispanics whose income 
hovered around $13,300 except for the impairment category 
where it increased to $16,500. Among Whites with disabilities, 
family income ranges from a low of $16,600 for the group with 
mental disorders to a high of $22,050 for the group with 
impairments. 



Education Across all four disability categories, the highest proportion of 



subjects were found in the 12 years of education category for 
all disability groups: 



A high proportion of subjects were also found in the 1-8 years 
of schooling category: 



It should also be noted that African-Americans and Hispanics 
consistently had iower levels of education than their White 
counterparts. 



Geographic 

Location A high proportion of subjects from each of the four disability 



categories resided in the Southern region. For example, chronic 



o 



Chronic health conditions 32.7% 



o 



o 



o 



Impairments 
Mental disorders 
Nervous disorders 



33.4% 

14.4% 

22.9% 



o 



Chronic health conditions 25.3% 



o 



o 



Impairments 
Mental disorders 
Nervous disorders 




conditions 37.2%, impairments 34%, mental disorders 30.8%. 
The midwestern region had the highest proportion of persons 
with mental disorders (32.4%). The south and the midwest 
were tied for first place with regard to the percentage of 
persons with nervous disorders (23.6%). At least 50% of the 
African-American subjects with disabilities resided in the 
southern region. As might be expected, the west, for example, 
represented a very high concentration of Hispanics with 
disabilities: 40.6% of Hispanics with physical, language, and 
sensory impairments resided in the west. In addition, 40.2% 
of Hispanics with nervous disorders resided in this region. 



Employ- 
ment While a high proportion of subjects in each of the four disability 

categories were unemployed, generally, physical, sensory, and 
language impairments were not as devastating in their effect on 
employment as were chronic health conditions, mental 
disorders, and nervous disorders. Mental and neurological 
disorders were especially devastating for African-Americans and 
Hispanics. 

Disability and 
Health 

Status With regard to physical, sensory, and language impairments 
among persons age 65 and older, there was a much higher 
proportion who were White than were African-Americans or 
Hispanics, or "Other." This is probably a direct result of better 
health care and greater longevity among Whites in comparison 
to the other race/ethnic subgroups. The findings show a clear 
need for mental health support systems for m les in minority 
communities. 

Trends for the 21st Century 

Jacobs (1987) makes the point that the buying power of African- 
Americans and many other minority persons diminished in real terms during 
the 1980s. The high costs of care, medication and/or nit's (such as 
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wheelchairs and hearing aids) to assist the individual with a disability to gain 
any degree of independence frequently cannot be afforded. This creates the 
necessity for a greater degree f public assistance to the family of the 
minority person with a disability. The absence of supportive aids further 
limits the earning power of the family of a minority individual with a 
disability (Nicholls, 1986). 

The African-American, Hispanic, and Native-American who becomes 
disabled frequently finds that his/her job is not accessible, especially if it is 
in an old section of the community where the barriers to access are the most 
numerous. If this individual is the head of a household, then the entire 
economic structure of the family is destroyed. Thus, this individual minority 
adult is frequently unable to become totally integrated into community life 
because his/her range of mobility in the community is restricted. The 
community labels him/her as inferior and does not provide for his/her free 
access to education or ways for him/her to develop socially and culturally. 
Additionally, this situation of i ation has serious ramifications for self- 
concept and educational achievement. 

Research conducted by the Hudson Institute (1987) revealed several 
startling trends in regard to the American workforce as we approach the year 
?()()(). In addition to the tact that there will be new changes or developments 
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in technology, international competition, demographic, and other factors will 
change the nation’s economic and social landscape. The following trends 
were cited by the Hudson Institute Report (1987): 

1. The population and the workforce will grow more slowly. 

2. The average age of the workforce and the population will rise 
and the poo! of young workers entering the labor market will 
shrink. 

3. More women will enter the workforce. 

4. Immigrants will represent the largest share of the increase in 
the population and the workforce since the First World War (a 
projected 600,000 legal and illegal immigrants). 

5. Minority persons will be a larger share of new entrants into the 
laborforce. It is projected that by the year 2000 this trend will 
escalate. 

In spite of their potential for increased employment, the current study 
provides additional evidence that African Americans and Hispanics with 
disabilities are disproportionately represented at the lower end of the 
economic spectrum and among unemployed individuals with disabilities. The 
Hudson Institute Report (1987) suggests that future jobs will demand much 
higher skill levels than the jobs of today. Very few jobs will be created for 
those who cannot read, follow instructions, and use mathematics. These 
trends will lead to both higher and lower unemployment: more joblessness 
among the least skilled and less among the most educationally and 
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economically advantaged. 

Current trends and challenges of the immediate future make it 
necessary to improve the educational preparation of all present and future 
workers. Furthermore, there is need to integrate persons with disabilities, 
economically disadvantaged, and ethnic minority workers fully into the 
economy. Given the pressing societal and economic demands including the 
shrink ng number of young people, the rapid pace of industrial change, and 
the evei rising skill requirements of the emerging economy, it is essential 
that America respond to the task of fully utilizing the potential of the 
economically disadvantaged and minority persons with disabilities now and 
in the year 2000. 

Based on the findings of the current study, it is imperative that policy 
makers implement strategies which improve the health and employment status 
of African Americans, Hispanics, and other minority persons with disabilities. 
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